areas of Bolivia have a history, language and culture distinct from the altiplano. Additionally, lowlands have greater access to roads, markets, and infrastructure. For this study, separate samples were drawn from each of the three ecological zones. However, so far, analyses have not been disaggregated by ecological zone.
The sampling framework for communities with Save the Children interventions came from project records and from the Agency's health information system. Since 1991, Save the Children has maintained a population-based health information system in Inquisivi. Data from this system were updated immediately prior to the survey and used to determine total population by sex and age, including women of reproductive age and children less than five years of age. The National Census (Censo Nacional de Poblacion y Vivienda) was used to classify households from comparison communities from Chulimani and Loayza districts. 20 Unfortunately, in comparison communities, maps were not available, making it difficult to physically identify households prior to interview. Consequently, the first household in a given community was selected randomly. Interviewers then approached additional households until the required number of interviews for each community had been conducted. Communities with less than 10 women of reproductive age were excluded from the sample.
Sample size for each group was calculated based on the formula [(2ϫp-bar q-bar)/d 2 ]ϫ(z ␣ + z ␤ ) 2 . It was calculated for a limited number of outcome variables, including the point prevalence of diarrhoea; the proportion of children with diarrhoea treated with oral rehydration therapy; and the percentage of women who could correctly identify at least one method of modern family planning. Estimates for outcomes for comparison groups were taken from the 1994 Demographic and Health Survey for Bolivia. All sample size calculations were based upon an alpha level of 0.05 and a beta level of 0.20.
Two data-collection instruments were used to assess social change: a household-level survey and a questionnaire for women of reproductive age. The household-level survey was administered to mothers (if available) and was used to collect sociodemographic data and information about gender relations. The questionnaire for women of reproductive age contained information about formal education, literacy, pregnancy histories and outcomes, mortality of offspring, desired number of children; knowledge and use of family planning methods, history of loan-taking, children's point prevalence of diarrhoea, treatment of diarrhoea and children's educational experiences. Mid-upper arm circumference of children 6 years of age or younger was also collected. Mid-upper arm circumference was used instead of weight for height or weight for age because it required fewer resources to collect and previous experience suggested that children in Inquisivi were particularly fearful of having their height (but not weight) measured. Interviewers were from the communities where Save the Children implements programmes. They had no other affiliation with Save the Children. All interviewers had previous experience in data collection and were trained for this survey by senior staff from UDAPSO and Save the Children's Bolivia Field Office.
A number of statistical analyses were used to test the association between participation in Save the Children's programmes, health behaviours and health outcomes. Statistical procedures included chi-square and t-tests, and post-hoc multiple comparison tests using analysis of variance. Logistic regression models and loglinear logit models were also used to compare groups.
The limitations of this study have been described elsewhere 20 and include lack of baseline data and lack of information about the length and quality of participation in Save the Children's programmes. Recall bias may have been introduced when respondents were asked to provide a history of births and deaths in the household over the previous five years. Finally, in some cases, the questionnaire was administered to more than one woman living in the same household. For instance, in 14% of all households (n = 71), two women were interviewed. In 3% of households (n = 14), three women were interviewed and in less than 1% of households (n = 3), four women were interviewed. The interviewing of multiple women from a single household was carried out to ensure that a sufficiently large sample size would be obtained. One possible consequence is that there may be a clustering of confounding factors.
Results
The distribution of study samples by age and sex appears in Table 1 . There were approximately equal numbers of boys and girls in each age group. Children whose mothers participated in two programmes were only about half as numerous as children from the other three groups. Comparison of children at younger ages is made difficult by small sample sizes. However, the authors felt that even though sample sizes were small, NGOs and other organizations working in maternal and child health in Bolivia and elsewhere could benefit from this information. Table 2 compares the four study groups for key socioeconomic variables. There were no statistically significant differences between groups with respect to mother's or father's level of formal education and mother's ability to read easily. However, women who participated in health, credit and literacy programmes were significantly more likely than women who participated in only one or two programmes and women from comparison communities to listen to the radio every day, to have a tin roof (often the first improvement households make, resources permitting), and to use Spanish as the principal means of communication. Data from Table 2 also indicate that households participating in Save the Children's programmes were significantly more likely to be closer to major roads and health facilities and to obtain water from public or private systems. Table 3 compares parental involvement in health programmes, health behaviours and outcomes for the four study groups. Households participating in one or more of Save the Children's programmes were significantly more likely than households from comparison communities to have childhood immunization cards ( 2 = 16.2, p < 0.01), but no more likely to be able to produce immunization cards when asked to do so by interviewers. Fathers from comparison communities were slightly more likely than fathers from programme communities to decide alone where to send their children when they were sick. Fathers whose wives participated in health/credit and health/literacy programmes and fathers from comparison communities were about twice as likely as fathers from healthonly and from health, credit and literacy programmes to take children for care when they were sick. Mothers participating in Table 1 . Distribution of study samples by age and sex Table 2 . Characteristics of study samples health and in health, credit, and literacy programmes were more likely to decide alone where to send children when they were sick. Close to half of all women participating in three programmes made the decision in isolation. Women who participated in all three programmes and women involved in health-only programmes were more likely to take children for treatment.
Results presented in Table 3 also indicate that there were no significant differences between groups for the treatment of diarrhoea. Households from comparison communities were more likely than households participating in health-only programmes to have used homemade or commercially prepared oral rehydration salt (ORS) packages for the treatment of a diarrhoeal episode in the previous two weeks. They were almost as likely as households with a combination of health, credit and literacy programmes to have used ORS to treat diarrhoea. Households in comparison communities were somewhat more likely than households in health-only or health, credit and literacy programmes to boil water and to wash hands to prevent diarrhoea. However, women with access to health/credit or health/literacy programmes were much more likely to breastfeed children to prevent diarrhoea. Differences between groups were highly statistically significant. Point prevalence of diarrhoea was virtually identical for three of the four groups: only children whose mothers participated in health programmes had a somewhat lower point prevalence of diarrhoea. The percentage of liveborn children who subsequently died of diarrhoea and all other causes was similar for all four groups.
When asked about the type of treatment individuals use when sick, 99% of households with access to health, credit and literacy programmes indicated that they normally seek Western medical care (pharmacy, doctor, health post, or other treatment). About 85% of women with one and two programmes did so, compared to only 69% of women in comparison communities ( 2 = 44.1, p < 0.00001, results not presented in Table  3 ).
Overall, children whose mothers participated in two or three programmes were somewhat less likely than children from health only programmes and children from comparison communities to be malnourished, according to age-specific mid-upper arm circumference measurements (UNICEF's Brazalete de la Salud was used to determine cut-off points). Twenty-four percent of children whose mothers participated in health, credit and literacy programmes and 30% of children whose mothers participated in health/credit or health/literacy programmes were malnourished. Rates of malnutrition for those participating in none of Save the Children's programmes, and those benefiting from health-only programmes, are only slightly higher (32 and 35% respectively). Table 3 . Health behaviours and outcomes for study samples Results presented in Table 4 indicate that children of mothers participating in all three programmes had the highest mean mid-upper arm circumference from 12-59 months of age. Children of women participating in two programmes had the highest mean mid-upper circumference when 0-3 months old, 8-11 months old and 24-47 months old (at 24-47 months, mean mid-upper arm circumference was the same for offspring of mothers participating in two and three programmes). Sixty-to 71-month old children whose mothers were involved in health programmes had the highest mean mid-upper circumference and children of 4-7 months whose mothers participated in no programmes had the highest mean mid-upper arm circumference. Similar rates of malnutrition are evident when the analyses are divided by sex. It should be noted that differences in means were often slight. Likewise, results by age group and sex of child should be interpreted cautiously, given the small number of children contributing information to each cell.
Results from logistic regression, presented in Table 5 , suggest that after controlling for the principal language spoken in the home, those participating in Save the Children's programmes were less likely than individuals from comparison communities to not have immunization cards for children (odds ratios for health only, health/credit and health/literacy, and all three programmes were 0.7, 0.3 and 0.4 respectively). Language was not a significant predictor of ownership of childhood immunization cards (95% confidence intervals for odds ratios included 1). Results from additional logistic regression models (data not shown) indicate that when roof construction Table 4 . Mean mid-upper arm circumference (in cm) by study sample, age and sex Results presented above indicate that fathers from comparison communities and fathers whose wives participated in health/credit and health/literacy programmes were significantly more likely to take children for care when sick. Once the effects of social class (as measured by roof construction) and access to health facilities within the same community were controlled, households participating in health-only programmes were significantly less likely to have fathers take children for care -either by themselves or with their wives. The presence of health facilities in the community was a significant predictor of utilization of services (data not presented). Table 6 provides coefficients and odds ratios for logit models comparing groups for actions taken to prevent diarrhoea. After controlling for the effects of access to water, health programme participants were 1.3 times as likely as individuals from comparison communities to boil water, about as likely to wash hands, and 2.3 times as likely to breastfeed children. Households participating in two or three programmes were less likely than comparison groups to boil water and wash hands. However, those participating in health/credit and health/literacy programmes were 3.8 times as likely as households from comparison communities to breastfeed, though none of these findings is statistically significant, as indicated by the 95% confidence interval. Individuals with access to public or private water sources were somewhat more likely than those who used rivers, lakes and streams for water to boil water, wash hands and breastfeed.
Age group Sex Programmes (months) --------------------------------------------------------------------------------------Health Health/credit or Health, credit None health/literacy and literacy ----------------------------------------------------------------------------
Results presented in Table 7 suggest that participating in all three of Save the Children's programmes exerts a significant protective effect against malnutrition and that children benefiting from health programmes alone are at a significantly reduced risk of becoming malnourished. In model 1 (Table 7) , children of women participating in all three programmes are about half as likely as children in comparison communities to be malnourished. Likewise, children benefiting from health programmes alone are half as likely as peers in comparison communities to be malnourished. Controlling for the effect of health facilities in the same community does not appreciably alter odds ratios; after accounting for the availability of health services, children of individuals participating in all three programmes are significantly less likely than children residing in comparison communities to be at risk of being malnourished or to be malnourished. Children whose parents participate in one or two programmes are significantly less likely to be at risk for becoming malnourished. Similar results were obtained when social class (roof construction) and source of drinking water were controlled (results not presented).
Discussion
There is growing evidence that non-health interventionsincluding efforts to improve women's education and programmes designed to increase women's income -exert a strong influence on health behaviours and outcomes. The central purpose of this study was to test the hypothesis that women benefiting from health and non-health programmes, including credit and literacy activities, were more likely to exhibit positive health behaviours (and that their children were more likely to exhibit improved health outcomes) than women participating in health-only programmes or in no programmes. However, results from this study are neither consistent nor positive. For example, individuals participating in two or more programmes were less likely than individuals from comparison communities to boil water or wash hands to prevent diarrhoea. While women participating in health/ credit or health/literacy programmes were considerably more likely to breastfeed children during episodes of diarrhoea, these findings were not significant. Treatment and point prevalence of diarrhoea were similar for all four groups. On the other hand, children whose mothers participated in all three programmes (health, credit and literacy) were significantly less likely than children from comparison communities to be malnourished or at risk of becoming malnourished, even after controlling for the presence of health facilities in the community. Additionally, children of those participating in one or two programmes were significantly less likely to be at risk of becoming malnourished after accounting for the presence of health facilities in the community.
Why were groups' health behaviours and outcomes so similar? Gadomski and colleagues 21 indicate that interventions such as ORT and diarrhoeal disease control have not had the impact expected, in part because of difficulties implementing programmes beyond clinical and well-controlled settings. These difficulties include, among others, limited access to a variety of health resources, lack of effective targeting, inadequate training of health professionals, lack of coordination with other programmes, poor community acceptance, ineffective use of services, and inability to mobilize political will and community support. 21 Access is particularly problematic in Inquisivi, Bolivia. Many of the Province's regions are sparsely populated and numerous communities where Save the Children works are not reachable by road. Competing traditional practices may present yet another difficulty. Such practices may be harmful, benign or beneficial to children's well-being but it is clear that many households in rural Bolivia pursue a variety of treatments and strategies for preserving health. Implementing child survival programmes that are both scientifically grounded and sensitive to local beliefs is particularly challenging.
In addition, results regarding multi-sectoral programming need to be interpreted cautiously. While Save the Children's health programmes have been operational in Inquisivi for many years, credit and literacy programmes are less wellfunded and relatively new additions to the Agency's programming strategy in Bolivia. Furthermore, it may take longer for the impact of some development programmingincluding credit and literacy -to become evident.
It is also possible that programme staff and community members have not yet explicitly made the link between health, credit and literacy. In Bolivia, as elsewhere, families may benefit from access to more than one development programme Table 6 . Estimated coefficients and odds ratios for logit models for prevention of diarrhoea
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Washes hands Table 7 . Estimated coefficients and odds ratios for logit models for nutritional status Nutritional status (mid-upper arm circumference)
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Malnourished
At risk at a time. However, the integration of these programmes is not always seamless, nor is it without challenge. Health is a product of many factors, including households' ability to secure, manage and allocate resources in an equitable and beneficial fashion. Inculcating an understanding of these complexities among staff and having them then convey these realities to communities is challenging in nearly any setting.
Malnourished At risk -------------------------------------------------------------------------------------------------------------------------------------------
This research differs from most evaluation activities undertaken by the not-for-profit community. In particular, its scope extends beyond the monitoring of process indicators, focusing instead on outcome. It is possible that this study suffers from the exclusion of a sufficient number of 'intermediate' indicators of success. Future research on the impact of the work of not-for-profit organizations would benefit from a greater range of intermediate as well as 'impact' variables, including changes in knowledge and in health outcomes not examined in this study. Clearly, this research points to the need to re-double programmatic efforts so that meaningful differences in the lives of disadvantaged children become a reality. Such efforts include improved targeting, training of health care personnel, coordination and community acceptance. Programmatically, this research has played an important role. As a result of these findings, Save the Children focused its efforts on a limited number of communities where the prospect for change (relative to programme costs) was the greastest. When used properly, this and similar work can have a positive effect on identifying whether specific development activities contribute to children's health, and if so, which combination of activities have the greatest impact in a given setting.
